OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 


Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 



.: ’'CPC Woman's Hea'Jlh Resource r> 


an, 0H 435O6 O 


«, 43506 ; 


'ariet Burk, holder; Bookkeeper-' 


i^3i@cpcnwo ; org 


I. ODH an d Organization Information. 


Or ganization 


Federal Tax ID Number 


Street Address 


City, State Zip code 


County of Location Providing Services 
(One Application Per Location) 

Address where ODH should Direct 
Payment 


Counties of Service 

This location serves women from the following 
counties: 


Name of Person andTitfe completing application 


Area Code/Phone Number 


Email 


II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 


A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, Including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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F. Is not involved or associated with any abortion activities, including counseling for or 
referrals to abortion clinics, providing medical abortion-related procedures, or pro- 
abortion advertising; 

G. Does not discriminate in its provision of any service on the basis of race, religion, color, 
marital status, national origin, handicap, gender or age. 

III. Funding available in contiguous and noncontiguous counties: Organizations may apply 
for Choose Life funds that may be available in contiguous and noncontiguous counties. The 
Organization must certify, by signing the application, that it provides services to pregnant 
women residing in those counties that are listed In Section I of this application. Organization 
is eligible to receive Choose Life funds from the counties listed in Section I of this application 
if there are no eligible organization located within those counties. 

IV. For Current Choose Life Organizations: By June 1, 2016, you must submit the following 
with this Application: 

A. One (1) of the following three (3) forms of reporting for the previous year (June 1, 2015 
to May 31, 2016) (“Acceptable Form of Reporting”), which will be incorporated into the 
terms of this Application: 

1- An Audited Financial Statement . This audited financial statement is required if 
Organization traditionally has an audited financial statement that is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certified Public Accountant (CPA). The CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as follows: 

a) Not more than sixty percent (60%) of the funds were used for the material needs 
of pregnant women who sue planning to place their children for adoption or for 
the infants awaiting placement with adoptive parents, including clothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling, 
training, or advertising; 

c) None of the funds were used for administrative expenses, legal expenses, or 
capital expenditures; or 

2. Notarized Financial Statement Form . This form of reporting may be used if the 
organization does not traditionally have an audited financial statement and to have 
one would create a hardship. The statement must verify that the Choose Life Funds 
were used as follows: 

a) Not more than sixty percent (60%) of the hinds were used for the material needs 
of pregnant women who are planning to place their children for adoption or for 
the infants awaiting placement with adoptive parents, including clothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling, 
training, or advertising; 

c) None of the funds were used for administrative expenses, legal expenses, or 
capital expenditures; or, 

3. Expenditure Tracking Form . This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 
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available at the time of application. This form may be found on the ODH website or 
available upon request and, 


4. A new Supplier Information Form , (if Organization has moved). 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

http://ohiosharedservices.ohio.aov/SuDDllerODeratlons/Fomns.asDx 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

V. For New Choose Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed W-9 form per Organization. If your Organization has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

In addition to returning the form with this application, the Organization will also be 
required to fox, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Supplier Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authorization Agreement for Direct Deposit gf EFT Payments form 
(optional). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form. 

All applicable forms can be found at: 

http://ohiosharedservices.ohio.Qov/SuDDlierODerations/Forms.asDx 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

VI. By June 1,2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section III, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1,2016-May 30,2017). 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
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knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth in this Application for the state fiscal year of 
2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itself in the manner prescribed above. 






n Completing Application 


Signals of Person Completing Application 


Janet Burkholder, Bookkeeper 
[Print Name & Title] 


Application to be submitted to: 

Ohio Department of Health 
Bureau of Maternal and Child Health 
. 246 North High Street, 6 th floor 
Columbus, OH 43215 
Attention: Marius Igwe 

Phone: 614.466.4634 

Email: Marius. lQwe@odh.ohlo.oov 
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Request for Taxpayer 
Identification Number and Certification 


Give form to the 
requester. Do not 
send to the IRS. 


•.W-9 


(Rsv. October 2007) 
Daptrtm*nt oftha 7 aury 
hitonl Rovanua Sanfoa 



Enter your TIN in the appropriate box. The TIN provided must match the name given on Una 1 to avoid 
backup withholding. For IndMduala, this la your aoefal security number (SSN). However, for a resident 
alien, ads proprietor, or disregarded entity, see the Pah I Instructions on page 3. For other entities, It la 
your employer Identification number ^=IN). H you do not have a number, see How to get a 77/Von page 3. 

Not*. If the account la In more than one name, see the chart on page 4 for gutdeUnea on whose 
number to enter. 




aignaheeaf 

US Parian ► 




Date ► 



General Instructions 

Section references an to tin Internal Revenue Coda unless 
otherwise noted. 

Purpose of Form ' 

A person who Fa required to Ills an Information return with the 
IRS must obtain your correct taxpayer Identification number (TIN) 
to report, tor example, Income paid to you, real estate 
transactions, mortgage Interest you pan, acquisition or 
abandonment of aecurad property, cancellation of debt, or 
contributions you made to an IRA. 

Use Form W-9 only If you are a U.6. person (Including a 
resident afisn), to provide your correct TIN to the person 
requesting It (the requester) and, whan applicable, to: 

1. Certify that the TIN you are giving fa correct (or you are 
waiting fora number to be Issued), 

2. Certify that you are not subject to backup withholding, or 

3. Claim exemption from backup withholding If you are a U.S. 
exempt payee, if applicable, you are also certifying that as a 
U.S. person, your allocable share of any partnership Income from 
a U.S. trade or business la not subject to the withholding tax on 
foreign partners’ share of effectively connected Income. 

Note. If a requester gives you a form other than Form W-9 to 
request your TIN, you must use the requestor's form If It Is 
substantially similar to this Form W-9. 


Definition of a UA person. For federal tax purposes, you are 
considered a U.S. person If you are: 
s An Individual who Is a U.S. citizen or U A resident alien, 
e A partnership, corporation, company, or association created or 
organized In the United States or under the laws of the United 
States, 

e An estate (other than a foreign estate), or 
e A domestic trust (as defined hi Regulations aaetion 
301.7701-7). . 

Special rules for partnerships. Partnerships that conduct a 
trade or business In the United States are generally required to 
pay a withholding tax an any foreign partners' share of Income 
from such buatnssa. Further, In certain caaaa where a Form W-9 
has not been received, a partnership Is required to presume that 
a partner la a foreign parson, and pay the withholding tax. 
Therefore, If you are a U.S. person that Is a partner In a 
partnership conducting p trade or business In the United States, 
provide Form W-9 to the partnership to establish your U.S. 
status and avoid withholding on your share of partnership 
Inoome. 

The parson who gives Form W-9 to the partnership for 
purposes of establishing Ite U.S. status and avoiding withholding 
on Its allocable share or net Income from the partnership 
conducting a trade or business In the United States la In the 
following cases: 

• The U.S. owner of a disregarded entity and not the entity, 



Cat. No. 10231X 


Fonn 


(Hav. 10-2007) 



















SUPPLIER INFORMATION FORM 




Required sections must be completed or the form will not be prooeeeed. 

must be legible. Ensure this Is the latest version of the form 


SECTION.f-^PLEASESREClFy.TYPE.OF.A^P.hr tRfeQ.UI.REQ) 


All Infonnstlon 


f^NEW (W-9 OR W-8ECIR 
Q ADDITIONAL ADDRESS 
□ CHANGE OF ADDRESS • 


□ CHANGE OF CONTACT PERSON/I NFORMATON 





□ change OF TIN] 


CHANGE OF NAME i 


□ CHANGE OF PAY TERMS □ CHANGE OF PQ DISPATCH METHOD DoTHEH_ 

SECTION 2 -PLEA$E PR6viDE8uyPLlEFi lNFbRMATIONiFlE'QUIREb) 


LEGAL BUSINESS OR INDIVIDUAL NAME: (MUST MATCH W-B or W-8ECI Form) 

C- Pc lA g'tir .1 V /je-v- l-rL * £^o tore t- 


BUSINESS NAME, TRADE NAME, DOING BUSINESS AS: (IF DIFFERENT THAN ABOVE) 


'FEDERAL EMPLOYERTD (EfN) OR SOCIAL SECURITY NUMBER (SSN) 1 : 




. SECTION 1 ~ RgMITTO APP'RE SS ( REQUIRED? _ 

ADDRESS: 

/V/ O hJ. //• g k Si. 


ADDRE8S (cont.): 




COUNTY: 

Il)> KtCum S 


c r wcLri 


CONTACT NAME: 

>«JeLnd-^ /&«*<" k- A® lA<-’ r 


STATE: 

Obi 


ZIP CODE: 

*^3^ & h 


Z9 434. ■ 3o9L 


S E @Q jt.4^ADpmON AI. AD DRESS (IF jHOR£.;T HA N 2 /yDDRESSEVINCHjti E a BEPARATSSHEEf} 


ADDRESS: i COUNTY: 



OBM-5657 


Rev. 09/08/2015 




















RSPflXE B-MAi^ptic^qFljiB events .-f UserJ>,s password wfLLf:^ 


^ JcLne. ^ $ <JLt k-ke }dc*~ 


E-MAIL: j(2_ne,^ (2. tLgiC. n tU c. O 

TO ADD AN ADDITIONAL OR TO REPLACE THE CURRENT STRATEGIC SOURCING (SS) CONTACT 


□ ADDITIONAL STRATEGIC SOURCING CONTACT . 


□ REPLACE SS CONTACT (WILL BE MARKED INACTIVE) 


NAME; V ' ; " i: V.v 

E-mXjL: /- / 

■ ", 4 , ‘ 

■ -.I t ‘ ■ .: -' v 

races wil be pa;d <n 30 days from 1 Jrmtfce 

Urn 

(tap unlessjin ale*™r& -ppy-iertri b tefed^'fiSfcw^ 


□ 2/10 NET 30 □ NET 30 


.»EcnONr-.P.URCHASE.ORDER DtSTRIBUTYdi?-OTHER THAN.U8R8 MAIL ; ONLY AfJLtCAa^ TOjNoiii HECEfviHflPdii); 


E-MAIL fia FAX 


SECTIONS - PlEASESHSN & DATE (REQUIRED] . 




PRINT NAME: 

Ja.nfc/ j^urkJicJJ^t 


SIGNATURE: (HANDWRITTEN SIGNATURE REQUIRED) 



ufi; ■ 


DATE: 


6‘6 -/6 


Section s - $tate of ohiq agenc^c o mtactpersQn iagency^receiving payments f.rqm 


* V-'m 


AGENCY CONTACT NAME/E-MAIL/PHONE: 


COMMENTS: 


Note: This document contains sensitive Information. Sending via non-secure channels. Including e-mail and Six can be a potential security risk. 
Pursuant to 26 USC 6109, the state la required to collect TIN/EIN/Soclal Security numbers and to use the numbers In Its annual report to the 
IRS the amount the state has paid each supplier. 



SELECT; ONE OF THE.FALLOWING METHODS FOR 
.DOCUMENT-SU&MlSsfoN: 


QUESTIONS? PLEASE CONTACT 

IT. "" 


1 (877) OHIO - SSI (1-677-644-6771} 

:»W4j«W7ai 

wm* . Gh rjsharedservic4-a. a h; □ . gov/ , 


Phone 


5UDDEi&n<!i?GhiG.aav 

mam 


, Website 
Email: 


syafeaD hioiao v 


■ P ; 0:-Sox 182 BMCpfi&OH 43218-2880 

J - • r ■ S' 


OBM-5657 


Rev. 09/08/2015 









































CHANGE OF SUPPLIER NAME FORM 


GJxfa Sharad 


™sIo rmmust be submitted with a completed Supplier Information Form and a completed W9 Form 
NEW LEGAL BUSINESS NAME: 


i\.P(L m£_y\ s H ea /A *1 




NEW DBA NAME/S f IF APPLICABLE i! 


SECTION 2- PREVIOUS NAME INFORMATION 


PREVIOUS LEGAL BUSINESS NAME: 


ddre\ nn ^ r\t4^j Pr*~cf r^nCt^ gT //cr//uigS^ Ok* i 


PREVIOUS DBA NflME/8 'IF APPLICABLEj: 



1 SECTION 4-TAX IDENTIFICATION NUMBER 

1 FEDERAL TAX ID (TIN), EMPLOYER ID (EIN) OR SOCIAL SECURITY NUMBER (REQUIRED 1 ): 

I 


SECTION 5- PLEASE SIGN AND DATE 



PRINT NAME:; 


AUTHORISE 

SIGNATURE: 


6ft.r IJa/- 


CONTACT 




E-MAIL ADDRESS jfl.rta.tf (3 O/XL D tJo . grff 


DATE: 


L iA^JA 


CONTACT PHONE NUMBER: 


4/9-436-S694U 


' r - ■ "-''i l:iln i , . L:l ' «■!»' ve n. J :raniton. Sending >■'■ non-aacure cnaer-aE; -.-Wnge-ma ~in can - a ...., ; 

Puneuant to 26 USC BIOS, the data la required (a coflactTIN/EIN/Sodal Security numbare andto uaa tha numbara In Ha annual raport to the IRS the 
amount the atata haa paid each vendor. 


SELECT ONE OF THE FOLLOWING METHODS FOR 
DOCUMENT SUBMISSION: 

QUESTIONS? PLEASE CONTACT: : 

E-mail: suDblienaohio.gov | 

Fox: 1 (614) 485*1052. :. , ?. 

Mall: .. ' Ohio Shared Services - 

' Attn: Supplier Operations '. 

P.O. Bax 182880 Colsl, OH 43218-2880 

Phone: . ,1 (877) OHIO-SS1 (1-877-644^6771) / 

1 (614) 33S4781 „ : . '. 

Website: www.OhtoSheredServlcee.ohlo jov 

E-mail: BUDDller@ohto.aov 

- — - r 


O6M-1300 


Rev. 09/08/2015 















Please review the instructions available on page 2 prior to completing this form. 





•fOJM,. I(! ji-.L'JlJ 


MV* • f':. 1 -'! * ,. 


d».®a!sSw!SaiJ»E 






‘Select one oF the following methods to su&m'it this tb[m: 
1 ' '■ ' -TwTaH: « « p ‘ 


I have printed and signed the farm. 


AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT OF EFT PAYMENTS 


TAX IDENTIFICATION NUMBER (TIN) 

OR SOCIAL SECURITY NUMBER (SSN) 

Phase note: We are required to obtain your Tax Identification Number pursuant to Section 6109 of the Internal Revenue Code so that we can report Income paid to you to the 
IRS as required by law. 


NAMEOFCOMMNrmiNDMDUN. f^ JZjTL sfe^-4 


TYPE OFTRANSACEIOM 


ADDRESS 


EMAIL ADDRESS 


WHICH YOU ARE BEING REIMBURSED 


□ MEDICAID PROVIDER 
(PROVIDER*, NPW, ASSIGNING 
AUTHORITY required) 


SUITE/ROOM A 


_S(add 

_ □ CHANGE/UPDATE 

^- 1 □ INACTIVATE 


DP CODE 


phone 

EMAIL ADDRESS jflLnfc^Cg <LfiC.rMOQ. 

CHOOSE THE STATE AGENCY FROM QDODD □ OOD/PCA 


□ LOTTERY WINNER ALL OTHER 


SECTION 2; NEW FINANCIAL INFORMATION! 


tlf.m Vtff fFKATmt MUST81A7TACHSB 


NEW FINANCIAL 
INSTITUTION NAME 
ACCOUNT TYPE 


NEW ACCOUNT NUMBER 


KrS J 7&J 

£J3 CHECKING □ SAVINGS 


73 177 f -Tnn.XTT77/ 


Account A/umber supplied must 

NEW TRANSIT ROUTING 
/ABA NUMBER 

RajlLMU JHumfce/ woMed must inatcfe sttsdted bjai\k wrti' wttQn 


SECTION 3:"PRiOR FINANCIAL'INFORMATION 


MUST nr fWJVTOED TO CHANG&UPQATlACCQVtfT 

/■PRIOR FINANCIAL INSTITUTION 

NAME 1 —----- 

PRIOR ACCOUNT NUMBER 

Account Number supplied must matcn previous Account Number on fVt 
PRIOR TRANSIT ROUTING I 1 | I I I 1 I 

/ABA NUMBER I->- 1 - 1 - 1 - 1 - 1 - 1 - 1 

Hauling Numtet sa»&AaUBMSiflisteft jprcwQjg Rout>ng,,i’vti(rbef opjite 


SECTION 3: READ THE AGREEMENT SIGN, & DATE -DIGITAL/TYPED AND STAMPED SIGNATURES ARE NOT ACCENTED ATTHISTIME. 


[5^ i stttuhed b topy of a current voided check or included absnk letter er bank iette^tieatf signed by 5 bank representative 

Q Medicaid PROVIDERS -1 have ensured the Name, Address, TIN, NPI# & Provider Number matches the Information In the MITS Medicaid Web Portal. 


Ohio Shared Services, Attn: Supplier Operations 
P 0 BOX 1S2880 COlumbus, OH 43218*2880 


1-614-48 S-1052 


OBM-4310 


Phene: 1 (877) OHIO-SS1 (1-877-644-6771) 


REV 9/08/2016 






























TOBagjgSBSc v 

J1®R^ HI *82S 


DOLLARS 









































OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 


Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill In the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 


I. ODH and Organization Information. 

I 


Organization 

i CPC Women's Heallh Resource 

Federal Tax ID Number 


Street Address 

1499 N, Gienwood Ave. 

City, State Zip code 

Wauseon. OH 43567 

i ■ 

County of Location Providing Services 
(One Application Per Location) 

Fulton 

Address where ODH should Direct 
Payment 

1410 W,.. High St. 

43506 

Counties of Service 

This location serves woman from the following 
counties: 

jFuJtori, Lucas 1 

Name of Person and Title completing application 

Janet Burkholder, Bookkeeper 

Area Code/Phone Number 

419-636-5692 

Email 

janet@cpcnwvo.org 

, 

1 

L 



II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, Including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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F. js not involved or associated with any abortion activities, including counseling for or 
referrals to abortion clinics, providing medical abortion-related procedures, or pro- 
abortion advertising; 

G. Does not discriminate in its provision of any service on the basis of race, religion, color 
marital status, national origin, handicap, gender or age. 

m. Funding available In contiguous and noncontiguous countiss: Organizations may apply 
for Choose Life funds that may be available in contiguous and noncontiguous counties The 
Organization must certify, by signing the application, that it provides services to pregnant 
women residmg in those counties that are listed in Section I of this application. Organization 
is eligible to receive Choose Life funds from the counties listed In Section I of this application 
if there are no eligible organization located within those counties. 

IV ' HZ ?^ nt , Ch .°° 8e Life 0rflan,zations: B V June 1. 2016, you must submit the following 
with this Application: 

A. C (1) of the following three (3) forms of reporting for the previous year (June 1, 2015 

to May 31, 2016) ("Acceptable Form of Reporting"), which will be incorporated into the 
terms of this Application: 

Ao Audited Financial Statement . This audited financial statement Is required if 
Organization traditionally has an audited financial statement that is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certified Public Accountant (CPA). The CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as follows: 

a) Not more than sixty percent (60%) of the hinds were used for the material needs 
of pregnant women who are planning to place their children for adoption or for 
the infants awaiting placement with adoptive parents, including Nothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling 
training, or advertising; 

c) None of the funds were used for administrative expenses, legal expenses or 
capital expenditures; or 

2 - Notarized Financial Siatement Form This form of reporting may be used If the 
organization does not traditionally have an audited financial statement and to have 
one would create a hardship. The statement must verify that the Choose Life Funds 
were used as follows: 

a) Not more than sixty percent (60%) of the hinds were used for the material needs 
of pregnant women who are planning to place their children for adoption or for 
the infants awaiting placement with adoptive parents, including clothing, housing, 
medical care, food, utilities, and transpo rtat ion; 

b) Not more than forty percent (40%) of the funds were used for counseling 
training, or advertising; 

c) None of the funds were used for administrative expenses, legal expenses, or 
capital expenditures; or, 

3 - Expenditure Tracking Form. This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 


Page 2 



available at the time of application, This form may be found on the ODH website or 
available upon request; and, 


4 ■ A new SuQBj jsr Information Form (if Organization has moved). 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

http://ohio sharedservices.ohio.oov/SuDDllerODaratlons/FormsaRnv 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

V. For New Choose Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed W£ form per Organization. If your Organization has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

In addition to returning the form with this application, the Organization will also be 
required 1 fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Supplier Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authorization Agreement for Direct Deposit gf EFT Pawnanfa form 
(optional). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form. 

All applicable forms can be found at: 

http://ohioshareds8rvices.ohiQ.aov/SuDDlierOperations/Forms.asnv 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

VI. By June 1, 2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section III, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1,2016-May 30,2017). 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
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knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth in this Application for the state fiscal year of 
2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itself in the manner prescribed above. 




of Person Completing Application 


Janet Burkholder, Bookkeeper 
[Print Name & Title] 


Application to be submitted to: 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, 6** floor 
Columbus, OH 43215 
Attention: Marius Igwe 

Phone: 614.466.4634 

Email: Marius.lQwe@odh.ohio.oov 
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Request for Taxpayer 
Identification Number and Certification 


Qlve form to the 
requester. Do not 
send to the IRS. 


Rxm W-9 
(Rev, October 2007) 

Dqvftmnt of His Tkaaauy 
Intan*) Rwanue Senrica 



Enter your TIN In the appropriate box The TIN provided mat match the name given on Line 1 to wold 
backup withholding. For Individuals, this is your social security number (SSN). However, for a resident 
alien, aole proprietor, or dtaregardad entity, see the Part I Inatructiiona on page 3. For other entitles, It Is 
your employer Identification number (&N). If you do not have a number, see How to got a TIN on page 3, 

Note, If the account la In mote than one name, aea the chart on page 4 for guidelines on whose 
number to enter. 

mma; 1 ! GartHlcatton 

Under penalties of perjury, I certify that 

1. The number shown on this form is my correct taxpayer Identification number (or 1 am waiting for a number to be issued to me), and 

2. 1 am not subject to backup withholding because: (s) l am exempt from backup withholding, or (b) I have not been notified by the Internal 
Revenue Servfcs 0RG} that 1 am subject to backup withholding as a result of a folium to report all Interest or dMdanda, or (c) the IRS has 
notified me that I am no longer subject to backup withholding, and 

_.JL J am a U.S. cjlfzan or other U.& person (defined below). 

:- ic»t1lfi^TrilBBWri^-ydo mustcraaroutlta^-iita the ife that you-are currently aubjactte-backup— 

■wtthholdlna because vou have failed to moo rt SB Interest and dMd anda on your tax return. Formal aetata trsnsaotlona. Item 2 does not apply. 
For mortgage interest paid, acquisition or abandonment of secured property, carielltatitiH bf dabCcbntributions to an Individual-retirement - 
arrangement (IRA), and generally, payments other than Merest and dividends, you are not required to sign the Certification, but you must 
provide you- correct TIN. See the instructions on page 4. 



Sign signtamer 

Hem US. person ► 




Date ► 



General Instructions 

Section references am to the Internal Revenue Code inless 
otherwise noted. 

Purpose of Form 

Apareon who fa required to file an Information return with the 
IRS must obtain your correct taxpayer Identific a tion number (TIN) 
to report, for example, Income paid to you, real estate 
transactions, mortgage'interest you pan, acquisition or 
abandonment of secured property, cancellation of debt, or 
contributions you made to an IRA. 

Dae Form W-9 only If you are a U.S. parson (kidudlng a 
resident all an), to provide your correct TIN to the person 
rsqueathg It (the requester) and, when applicable, to: 

1. Certify that the TIN you are giving la correct (or you are 
watting far a number to be Issued), 

2. Certify that you are not subject to backup withholding, or 

3. Claim exemption from backup withholding If you am a U.S. 
exempt payee. If applicable, you are also certifying that as a 
U.S. person, your allocable share of any partnership Income from 
a U.S. trade or business Is not subject to the withholding tax on 
foreign partners' share of effectively connected Income. 

Note. If a requester gives you a form other than Form W-fl to 
request your TIN, you must use the requester's form If ft Is 
substantially similar to this Form W-9. 


Definition of a U.S. parson. For federal tax purposes, you am 
considered, a U.S. person If you are: 
e An Individual who b a U.S. citizen or U A resident albn, 
a A partnership, corporation, company, or asaoctatlon created or 
organized In the United States or under the laws of the United 
States, 

e An estate (other than a foreign estate), or 

e A domestic trust fas defined hi Regulations section 

301.7701-7). 

Speelal rules for partnerships. Partnerahlpa that conduct a 
trade or buelnaaa in the United States are generally required to 
pay a withholding tax on any foreign partners’ share of Income 
from such business. Further. ln certaki caBee where a Form W-9 
has not bean received, a partnership b required to presume that 
a partner b a foreign person, and pay the withholding tax. 
Therefore, If you are a U.S. parson that b a partner In a 
partnership conducting a trad* or business In the United States, 
provide Form W-9 to the partnership to establish your U.S. 
status and avoid withholding on your share of partnership 
Income. 

The person who gives Form W-9 to the partnership for 
purposes of establishing its U.3. status and avoiding withholding 
on Its allocable share of net income from the partnership 
conducting a trade or business In the United States b In the 
following cease: 

e The U.S. owner of a disregarded entity and not tiie entity, 


Form W-9 (Rw. 10-2007) 


Cat No. 10231X 



























SUPPLIER INFORMATION FORM 


Ohio a*k* s* ivfois 
rjflfcfrj’Jr.:* 


Required Motions must bs complstsd orths form will not bo processed. Incomolsts farms will bs rahimsd. All 
must bs leglbls. Ensure this Is ths Istsst version of the form st www.ohlosharedMrvicss.ohlo.aov. 


SECTION^- PUEASjE SPECIFy'iYPE^F^OTiQN (RETIRED) , r 


EJ NEW (W-9 OR W-8 ECI FORM ATTACHED' □ CHANGE OF CONTACT PERSON/INFORMATDN 
Q ADDITIONAL ADDRESS 

□ CHANGE QF ADDRESS - (PLEASE PROVIDE OLD ADDRESS BELOW OR ATT ACH LETTER) 


ADDRESS TO BE REPLACED: 


□ CHANGE OF TIN (W-9 A A CHANGE OF TIN FORM IXt CHANGE OF NAME (W-SSA CHANGE OF NAME FORM! 

□ CHANGE OF PAY TERMS □ CHANGE OF PQ DISPATCH METHOD □ OTHER_ _ 


SECTTO NZ-P lease I? RpyiDE pip PPL I Eft TN F.O RM'ATi'ON- [ R EQU FRED) -__ 


LEGAL BUSINESS OR INDIVIDUAL NAME: (MUST MATCH W-0 OR W-BECI FORM) 

C.&C U o t n V. /Je,<^lrL 


BUSINESS NAME, TRADE NAME, DOING BUSINESS AJS: (IF DIFFERENT THAN ABOVE) 


FEDERAL EMPLOYER ID (EIN) OR SOCIAL SECURITY NUMBER (BSH) 1 : 


SECTION 3 REMIT TO.APPRESS (REQUIRED V. 

UBIi 

ADDRESS: 

COUNTY: 

/4lo u. Jl.'tk 03/ 

Ut Cum % 

ADDRESS (CONT.): 



CITY: 

y CLTN 


STATE: 

Oh! 


ZIP CODE: 

436. oL 


CONTACT NAME: . 

6^r k- k* lAc-r 


*•**« 

r 

%9 434' 309L 

E-MAIL J 

\ lUh €X a n&Jt * C re* 

SECnOJ^ADDlTjflN^MbTO^ . ■' 

ADDRESS: 

COUNTY: 


ADDRESS (CONT.): 


CITY: 


STATE: 


ZIP CODE: 


OBM-5657 


Rev. 09/08/2015 
























SIGNATURE: (HANDWRITTEN SIGNATURE REQUIRED) 




--.EVENTS*;A.USERID *'j»A s SWORD WILL 


NAME: q_j«] 4 ^ £>uur k-ke lJe,r- 


f ^---a 

E-MAIL (g ' £p<L nuie- OY~c-j 

TO ADDAN ADDITIONAL OR TO REPLACE THE CURRENT STRATEGIC SOURCjNG (SS) CONTACT ■■■..■.; •• 

D ADDITIONAL STRATEGIC SOURCiNQ CONTACT . ■ □ REPLACE SS CONTACT (WILL BE MARKED INACTIVE) 


SECTION 6- PAYMENT TERMS(PLEASE CHECK ON E-IFNONEIS SELECTED THEN NET 30 WILL APPLY 1 ’ 

Invoices will he paid In 30 day* frs;n invoice dale .unless an alternate [M^iermfe s'efaeted below' : ' 

□ 2/10 NET 30 □ NET 30 

SECTION 7-.PURCHASE ORDER'DlSTRIBUTlON-OTHER/THAN US PS MAIL (ohlt appucablc to those receiving ROs) 
E-MAIL fiB FAX: 


SECTION.fl-'pLEASESIflN & DATETREQUIREDl 


- " .: ~--'f-T7r v I 


PRINT NAME: 


■»J c in tA /-- Cur Lke fJt* 




SECTION 9 - STATE OF OHIO AOEnC.Y'CQNTACTRERSON (AOENCY^RECEIvInG pAYlilENTS FROM. 
AGENCY CONTACT NAME/E-MAIL/PHONE: 


COMMENTS: 



This document contain* sensitive Information. Sending via non-eecure channels, Including e-mall and fox can be a potential security risk. 
.™H? uan * to 26 U ®C 6109, the elate Is required to collect TIN/EIN/Sodsd Security numbers and to use the numbers in Ha ennusl report to the 
IRS the amount the state has paid each supplier. 



08M-5657 


Rev, 09/08/2015 































CHANGE OF SUPPLIER NAME FORM 


Ohio Hoad 5 «v1ck;j 

if ‘t - At t£ 



-r iCZ. bo&.rA ft 77 rviui no-rrti, TTiTTty 7*. T /«.«, T7. J 

6J«- Offtr. 


SECTION 4 -TAX IDENTIFICATION NUMBER 



SECTION 5- PLEASE SIGN AND DATE 



PRINT NAME: 

AUTHORIZED —,-F--r 

signature ] [^^JUuAa^J 


CONTACT 
E-MAIL ADDRESS! 


J 


a-r\e.j Q Cpa,nlOe. or 


2_ 


riwa: Th;= ;JOCUmeri: traes cc-iiJ.-i icnenivt! i r.f.-.rmaLfln. v;.-, non-HCUre clirnnei*. I Jfiflo e-mail and fa 

1 Pimiunfln Ofl I IC/' flUAA u» u __ t _n. . . _ 1 * 


CONTACT PHONE NUMBER: 




mount ttw^atohsf|»lda^h vandor l * ,U ^ *° 0o,toctT| N® WSoctal Security number* and to use the numbers In He annual report tothe IRS the 


SELECT ONE OF THE FOLLOWING METHODS FOR 
DOCUMENT SUBMISSION: 


E-mail: 
Fax: ■ 


suDoHertffiohto-aov ■■ 

1(614)485-1052 

Ohio Shared Services 

Attn: supplier Operations 

P.O. Sox 182880 Cols!, OH 43218-2880 


QUESTIONS? PLEASE CONTACT: 

Phone: 1(877) OHIO-SS1 (1-677-644-8771) 

• . 1(614)338-4781 , 

Website: www.OhtoSharedServIcflB.ohlQ.aou 
E-mail:; 8UDDllenffiohto.gov 


OBM-1300 


Rev. 09/08/2015 






















SECTION READ THE AGREEMENT, SIGN, & DATE -DIG1TAI/TYPED AND STAM PED SIG NATURES ARE NOT ACCENTED (FT THIS TIME 

!o-',-rfv;, ir ^' ,'A.:a: r L -rv'r'7j: 

‘VS.'-*.';-: o -••■.—<-■■-■■* - ■ .>■.-, -;- 1 .: * fr'r .‘&:.< -,^V 

■ ,; . i*:*?'** * ! :rhl •*'j-u*! v-1 1 *'nif*u;r= -'in,nd 1 -i:n^j . -i i,* i*:r »: w t>q ,-j i*cii ic-:;e3Ci.i vxfrsssw ^ljjjj era-^A-r,■• - : ' ; ■•.£ H. : ^-, 

j: -• sSjfr* gs tfM« if I Lii-tUV.^^il-i ^r:C -'0 Bit&dti ^alylsiisJtliM d iiMsiiiagg 133* ijiT-iil . 1 riO.il ^iMhLic-ifji-ii-- d I fl&fltnircjtej L>- ^ci_u; uJ. =1 a -.Ln iLJfyfc \<- ,3 

; ■*- ; !v^ui-^'gA- 

•Hf"‘ \ r r y,'^ ju/'vi. r ji I'.l.i-V’ifi)i'-, ? I-Jj.l.:_■■ it »..;■•» -l 1 i. if’n 1.i• m y 1 ;.i'/i,! j., 7 .-!Aji l il J.-.w ■ ■ Oijv^^^i'^AvrliL i;:;r; ;n ? r=j'SI•v’:;"i r ; tJ ; V > ■-> ■%. ^‘V-f: : v! *‘ : *0 


I have attached * copy of 3 current voided cneefe 3r jnciyd&d a bankr lerte^ &n bon^ letterhead ^gned by ^ bank representative. 

□ Medicaid PROVIDERS -1 have ensured the Name, Address, TIN, NPI# & Provider Number matches the Information In the MITS Medicaid Web Portal, 
and signed the form. 


Ohio Shared Service^ Attn: Supplier Operations 
P 0 Box 182880 Columbus, OH 43218-2880 


Rix: 




Please review the Instructions available on page 2 prior to completing this form. 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT OF EFT PAYMENTS 


TAX IDENTIFICATION NUMBER (TIN) 
OR SOCIAL SECURITY NUMBER (SSN) 


Please note: We an required to obtain your Tax td^ntfffcation Number pursuant to Section 6109 of the Internal Revenue Code so dwt h* can report income paid to you to the 
IRS as required by law. 


NAME OF COMPANY OR INDIVIDUAL 


ADDRESS 


CAL tJorY\Ln S /Je.o-1 PL ^*”C C 

NAME 

JjJ-]_S_ _ hLi. _ iL^l _ ■ _ 


SUITE/ROOM* 


ZIP CODE 


rYPEQFTWNSACTPWJ 


E(add 

□ CHANGE/UPDATE 

□ INACTIVATE 


PH0NE 

EMAIL ADDRESS I -7 “ / -a “ TZ - 

j».n«.e<g r<7 

CHOOSE THE STATE AGENCY FROM Q DODD □ OOD/PCA 


EMAIL ADDRESS 


□ LOTTERY WINNER K1 All OTHER 


WHICH YOU ARE BONG REIMBURSED 


□ MEOICAID PROVIDER 

(PROVtOERff, NPHL ASSIGNING 
AUTHORITY raqub«d) 


SECTION 2: NEW FINANCIAL INFORMATION 


.« ; SECTION 3:'PRI0R FINANCIALMNFORMATION 


7UJV IVHAT At ATTAatt P 


NEW FINANCIAL 
INSTITUTION NAME 
ACCOUNT TYPE 

NEW ACCOUNT NUMBER 


■?*•&/ fZj Sg.nL 

53 CHECKING □ SAVINGS 


WEMT3M 


Account Number supplied must 
NEW TRANSIT ROUTING 
fABA NUMBER 

Routing Number supplied m ust match BSMitedMmk 


CH^s^pnATSArxoiMf 

I p RIOR FINANCIAL INSTITUTION ^ 

NAME —- 

PRIOR ACCOUNT NUMBER 

Account Number supplied must match previous Account Number on file 

PRIOR TRANSIT ROUTING I-]-T—I-1 | TTT 

/ABA NUMBER I-■-1—-I-1->-L_J- 

Roy ring Number supplied m uii mutcti(3rei/x:us, Ra ufina Number on (He _ 


OBM-4310 


Phone: 1 (877) 0HI0-SS1 (1-877-644-6771) 


REV 9/06/2015 

































































OHIO DEPARTMENT OF HEALTH 



246 North High Street 
Columbus, Ohio 43215 


John R. Kasich/Governor 


614/466-3543 

www.odh.ohio.gov 

Richard Hodges/Director of Health 


Janet Burkholder 
CPC Women’s Health Resource 
1410 W. High Street 
Bryan, OH 43506. 



Dear Burkholder: 


Thank you for your interest in the Choose Life Program and for your application for the Choose Life Funding. 
Your application has been approved for the following county(s) in the amounts) of: 


Henry 

$60 

Fulton 

$140 

Defiance 

$240 

Paulding 

$160 

Putnam 

$100 

Van Wert 

$60 

Wood 

$170 

Williams 

$60 


Your application was not approved for the following county(s) for the following reason(s): 

• Lucas other applicant organization located in county. 

Enclosed is a copy of your contract as submitted. You should receive your award totaling $930 within the next 
30 days. 

If you have any questions about the Choose Life Program, please contact Marius Igwe at 614-466-4634. 
Again, thank you for your interest. 


Sincerely, 


Richard Hodges 
Director of Health, MPA 


HEA 6413 (Rev. 8/14) 


An Equal Opportunity Employer/Provlder 





OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 



Th i® a PJi , “ t S n ,s due by June 1. 2016. Use this form to apply for 
- . y 1 1 2016 to June 30, 2017) Choose Life Funds available for your county and for 

£" d ®tfiat w y b0 . ava,lab '® pontlfluous counties. It is important that you completefyfill In the 

mnQ?H^ ,r l5 niiat !i 0n and 5 j Ude al1 other requ,r0d documentation. An application will only be 
considered when all required documents and Information has been provided yy the deadline; 

I. ODH and Organization Information. 


Organization 

Federal Tax ID Number 

U.CPG Women’s HiiltK'Rdaource-^ 

Street Address 


City, State Zip code 


County of Location Providing Services 
(One Application Per Location) 

Williams:- • U-.-" -.H 

Address where ODH should Direct 
Payment 

j14l0 Wi High 

; -■ v. 

Counties of Service 

This location serves women from the Mowing 
counties: 


Name of Person andTitTe cbmpletihgapplIsitldiT' 


Area Code/Phone Number 


Email j; : 


- 1 



* ' i. By s ubinittlng thla Application to ODH, Organization agrees to adhere to the 

*° r ? and use 01 funds 88 outl,ned ln Ohio Revised Code 
th^ the Organization^ 8 ° h ° Adm,n,strat,ve Code (OAC) 3701-74-01, and 1 certify 


A. Is eligible to receive Choose Life Funds as described In RC 3701.65 and OAC 3701-74- 


B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D - Pytw within the state of Ohio to pregnant women who are pterrinq to pi.™ 

rtiMren for adoption. Including counseling and moating foe material newts <5 the 
women, 


E. Does not charge pregnant women for any services received; 


Pagel 




































F r^arair to , ^Lrtlnn SS H Ci f ted wHh J? ny abortion activities, including counseling for or 

Sn aLSr 9 medlCal ab0rti ° n ‘ re,ated procedures - ° r P">- 

G ' p [° v,8ton of any service on the basis of race, religion, color 

mantal status, national origin, handicap, gender or age. 8 ' 

,,L for'choose^Liflf funds SSSET md n n ?P c ^oiiB counties: Organizations may apply 
OmanhSUn « ^*5? I* ay , be available in contiguous and noncontiguous counties The 
225SSS- m H ,tby s,flning the application, that it provides services topSnart 
'. n th °® e 00004188 that are listed in Section I of this application. Organization 

if thSaar^no SHIhif h °° Se - Lif « fu ? ds ftom the C0unt ' 88 listed in Section I of this application 
if there are no eligible organization located within those counties. H 

is assasr ** < *» niaao ” : ** ■»« i. ^ must submit».••»*« 

A (3 i 1am Li reportln 8 for *»P revi ousysar(June 1.2016 

t^Tor M.^ R9P ° rt,nfl " ) ' wNeh «* ta '"“-PO-ted Into the 

^ flj LSaSl f ln ^ d91 „ ?t g tement - 17,18 audit8d financial statement is required if 
t?r^ nf^!nni5? b0n ?L y has j! n ? udited financial statement that is available at the 
EfaLr f H ap ?S B i2r , si 1 S a aud,ted flnanc,al statement must be prepared by an 
L^ P !2?i en l C ??? d Pub,c Accoun| ant (CPA). The CPA should befamiliarwith 
affoK* standards - Statements must verify that the Choose Life funds were used 

B) n?r£™JJ!l a L SiXtyf ^ nt ofthe funds were U8ed fyr ft* material needs 
T en W , h ° ara P lannin 9 t0 P lace that children for adoption or for 
pla ? ernent y' ith adoptive parents, including clothing, housing, 

medical care, food, utilities, and transportation; 

b> Sr^r ” 1 <40%> " 0,6 ^ ^nsemg. 

C> uaad ** a “" iA ' 9 "r«m W - 

2 ‘ ^ olari . ged Ptnanclal Statement Form . This form of reporting may be used if the 
ftr2fu^ B w )n d °f S n ?* traditionally have an audited financial statement and to have 

v«*y M I. Cboos. uJrE 

S>l Parent (60%) ofthe funds were used for the material needs 

fo^S t 'Z 0 T Bn W , h ° Bre plannin 9 40 Place their children for adoption or for 

Mudln9 ’****■ *“*» 

b> ^or'^SZr^ (40K> counsel, 

C> ^ W***. W *Wn*e*. » 

3l Ex ff n ^-!! Jre 1 ' ra p kinc f For g- This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement Is no* 
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available at the time of application. This form may be found on the ODH website or 
available upon request; and. 


4- A new Supplier Information Form , (if Organization has moved). 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

http://ohlosharadser vioes.ohio.oov/SupplierOperations/FnmigafinY 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Sen/ices by 
calling: 1(877) OHiO-SSI, (1-877-644-6771), or 1 (614) 338-4781. 

V. For New Choose Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed W-9 form per Organization. If your Organ iza tion has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

In addition to returning the form with this application, the Orga niza tion will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Supplier Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authorization Agreement for Direct Deooait of EFT Pavmenta form 

(optional). -- 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form. 

All applicable forms can be found at: 

http:// ohlosharedservices.ohio.aov/SupDlierOugrations/Forms.asDX 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) OHIO-SSI, (1-877-644-6771), or 1 (614) 338-4781. 

VI. By June 1, 2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section III, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1,2016-May 30,2017). 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
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Organization agrees that in accepting ChooseufeF acknowledge that I understand and 

terns and conditions of Rc 37 DtS 5 ^u amt 9fO arllza ^ on f™** comply with the 

2017 or f 1 fo f I" this Application for the state fiscal year of 



j*—^ A / . /_-■/j a 

signage of Person Completing Application 

Janet Burkholder, Bookkeeper 
[Print Name & Title] 


Application to be submitted to: 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, 6 th floor 
Columbus, OH 43215 
Attention: Marius Igwe 

Phone: 614.466.4634 

Ema ><: Marius, lowe ^odh.oh io nnv 
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EoSS .. fc' Taxpayer 

owMawMarthaitawy identification Number and Certlficetfon 

Inlural Rewnua SbvIb> 

N*ma (ax thovm on your income tax raftxrt " ---- 

£ BurinMnan^lTdlMftnnabcM - " ft l ?f f f ■ --- 

S _ _____ 

Ij StlST??*" D □ Corporation □ " 

g f ^rr g w J " is 

C^. vtati, and ZIP code *" ~“ --—-—■—J 

i-P r ^^ ■ D u ^l^oU 

M 051 "umb«W her* (opttonaO -- L - 


Qh» form to the 
requestor. Do not 
send to the IRS, 


Raquaater'a i 

<$JlU jOl. 


imdaddrw 


^ 7, f t axpayer Identification Number (TIN) ~— -—-- 

SSaSS isb? 

y^n^r Werflflcrton numb* ffi, you * „* SyffiSStSl - 

!5Kt?e£T^ 

E^ SET~ CarUfrcgtion —-- ^...'^ 

Uncter pensMea of peijury, I csrttfy that -- 




nedtod me thtei ETnS to£S 'ESZ&ffSgSg dMd^ («i £ 

- - - *? 0 U.S. cjtfzan or other U.S. parson (defined below). 


oign m^H nnt 

— J nap—,► Qg A,^/. /f y,. 

General Instructions 

oSwiee!wteS 8# ”* *" l^toma, Rwenua Code unless 

Purpose of Form ‘ 

Afi ???! rsquted to file an Information return wHh the 

saSS^^^assT*'™ 

SSK^&^EfSt ’***»***» 

rJidZitS!^ S2 M 1,bu m * u -®- P 0 ™** Ondudhg e 
Provi de yo ur comect TIN to the person 
requesting it (the requester) and, when ap piir»«hfr to: 

2. Certify that you are not subject to backup withholding, or 

®‘ kjf ],^ backup withholding If you are a U.S. 
cmmpt payee, If applicable, you are also certffvina that m » 

. y°? jr sflocable snare of any irvnma fmm 


M»> 


i/H/'/i. 


2*■ ■ »■- 

• An MMchjaf who le a U*S. citizen or U.S, resident alien, 

SAE g SffS? .‘SE2^feL com P®V-» association created or 
organlzad h the United Statea or under the taws of the United 

• An estate (other than a foreign estate), or 
3tM.7roJ^° ftU,t dBfln8d h RB flUatlone section 

™n euoh bustness. Further, h certain cases where a Form w.o 


■ u j^Th 1 yo i! r atecaWe of any partnered Income from 

■ U& trade or b usiness le not subject to the wtthfwkflng tec on 
torslgn partners' share of effectively connected Ihowm. 

iSSlj f ^, , l??iSf tBr ® lveB 100 a 1am oth0r tb 00 F «m W-9 to 


nom euoh business. Further. ln certain caaae wham a trmvLa 
haenotbeen received, ■ pertne^breqShl^pJiS*2 

and W the wftfihofdlno'teK™ 

Thereto^ |f you are a U.S. person that is a partner In a 

trade or buskiess Intf^Unltsd States, 
provide Form W-9 to the partnership to establish your U S 
etoamd avoid withhold!^ on yoii sh”S^2J*ip 


The pereon who gives Form W-9 to the partnerehlo for 

Bt8 ^ « »oldlng P withholding 
^ iaw of wt Income from the partnership 
conducU ng a tra de or bustoess fci the United Slatos la h the 


• The U.S. owner of a disregarded entity and not the entity, 


Cat No. 102S1X 


Focm W-9 ^ov. 10-2007) 







SUPPLIER INFORMATION FORM 




**^Si 5 i 5 StoIS 2 lSff fSfiTtairJISK ft mm* «■ i 


tefllbto - EM “" « hta Wb ™ rtton 

^ECTign i mEASE i9 PEC|Fy,TYPg.lDj= j AQT!6^ tREQ.UI.ftEQ). . 


'dif j.4 «r ,U-,:,| 




^ N ^ W ^ ^ **C I ATTACH 6 PI □ CHANGE OF CONTACT PERSON/INFORMATON 

□ additional address 

□ CHANGE OF ADDRESS - (CLEA9E PROVIDE 01 n ADDRESS „ nw »„ ^ 


address to be replaced: 


Q CHANQE OF TIN 0Bb£AA£HAHA£££Jmfl8M Ef CHANGE OP NAME IW-8 A A Chawaf a.- 

□ CHANGE OF PAY TERMS □ CHANGE OF PO DISPATCH METHOD Pother 


r - se provide Supplier inFORMAT i o w^REQui req) ’ - -- 

LEGAL BUSINESS OR INDIVIDUAL NAME: (MUST MATCH W-B OR W-SECIFORM) " ~ ~ ~ ~~- 


BUSINESS NAME, TRADE NAME, DOING BUSINESS AS: (IF DIFFERENT THAN ABOVE) 


FEDERAL EMPLOYER ID'(ElNJ'SR SOCIAL SECURITY NUMBER (un) : 

■ SECTION 3 - RE 


—^-—---’-IV | 

ADDRESS: 

±4it, u. //,„/, ^ 

Annpcoe 1 -*- 

- 


-n,i 

i ■ ■»*« ^wur i -—--—— _ 

: Am#. —-^___ 1 

UIIT. 

/2 

STATE: 

ZIP CODE: 1 

Or" ^0Lr\ 

I CONTACT NAME: - 1 

otf 






<.r 


ff/f - 63 6:^9^ 


1/9 ■ 436 ■ 3o9t> 


COUNTY: 


'■Ky^.^pr 


ADDRESS (CONT.): 


CITY: 


OBM-5657 


STATE: 


ZIP CODE: 


Rev, 09/08/2015 












fg-n e-r Of C/Oc. ntde. ore* 
TO ADD AN ADDIimONAL OR TO REPLACE THE 

□ ADDITIONAL strategic sourcing conta 
NAME: 


CURRENT STRATEGIC SOURCING (SS) CONTACT 
. , . □ REPLACE 


SS CONTACT (WILL BE MARKED INACTIVE) 


SSI* ~ p A ™ ENT (please check one-IF none is selected then net 30 wjll apply: 

— ^ patI? n 30 j™ 1 ‘nwic&tfate unless ah s.'ierr^ig .pa Harm is ielacisd betov* 

Q 2/10 NET 30 □ NET 30 

SECTION T^ PURCHASE ORDEROISTRJBUndN-OTHERTH A N USESNAIL lo wly ^ F 

E-MAIL fig FAX ~ 


SECTION J j-~pLEASE SIGN & DATE 

PRINT NAME: 


SIGNATURE: 


(HANDWRITTEN SIGNATURE REQUIRED) 

SECTIONS ^ STATE OF C H IQ AGEN C ^CONTACT,.PERSON 
AGENCY CONTACT NAME/E-MAIL/PHONE: 


DATE: 

__I_ 6 - 6 -/(, 

AGENCY.RECEIVING PAYMENTS FRQW i ~ 


COMMENTS: 


’Pursuant to26UseSirolftaStota t“ P 0 * 0 "^ 88curt *y **■ 

IRS the amount the state has paid each supplier. Nraodsi Security numbers and to use the numbers In Its annual report to the 





OBM-5657 


Rev. 09/08/2015 






























CHANGE OF SUPPLIER NAME FORM 


Serafim 


DJ-JIJLl!! 1 5 ! b " ,Ubmlttad * lth 8 complclpd Su PP |lor Information Form and a completed 


S^TION T - NEW NAME INFORM AT 


NEW LEGAL BUSINESS NAME: 


LL£C tJc m^r\ S /Veo. / ±L sev. a fl U. 

NEW DBA NAME/S fIF APPLICABLE i: 


SECTION 2 -PREVIOUS NAME INFORMATION 


W9 Form 


_SECT10N 3 -REASON FOR THE NAME CHANGE AND ADDITIONAL COMMENTS 


OQjr J // 

US OFF** - - 


n<xmt JTeJTcr /«.<,/«.J TZZ. 


SECTION 4-TAX IDENTIFICATION NUMBER 


number (Required'): 


1 *a- rj_tASE SIGN AND DATE 



kiAUk _ J 

CONTACT PHONE NUMBER: 




■ ^ ount the state has paid each vendor. ^ N/EIN/Soclel Security numbere and to use the numbers In Its annual report fo the IRS th 


| SELECT ONE OF THE FOLLOWING METHODS FOR 
DOCUMENT SUBMISSION: ! V ‘. 

E-mail: • aupblienaohta.am/ 

Fax: • 1 <614) 486-1052.... 

Mall: Ohio shared Services 

Attn: Supplier Opereflons v 

P.O. Box 162880 Cols!, OH 43218-2880 


QUESTIONS? PLEASE CONTACT: : 

Photia: 1 (877) OHIO-Ssi (1-877-644-6771) 
. 1 (614) 338-4781 ■ /.''!■ 

. WeWte: www.0htoShdredServteaa. o hl B d^ 
E-mail: suPDllertaohlo.ao v 


OBM-1300 


Rev. 09/08/2015 




















Please review the Instructions available on page 2 prior to completing this form. 



'v'-"^ 

? _~V' V’-v ■ 

M 1 f> tf'jj ■ n shuoi n i :• * i W!; 




:v,;m - ■■ ■■ ■'■V> :■ n 1 - 

v,h. | M-J;r | CCO.:^i:^r,r L :;.t: C : 7 ,;ro 

^SSmk^SBSf. 




-I VT* rKV_- Q 


'Select one of the following method's to submit this form 
•’ ' ‘‘ ' / ,JW*it; '. ' ' . •“ ' , 


Ohio Shared Services, Ann. Supplier Operating 
P 0 5c?i H .B2SSO CqIuhiL-u^, QH *5221^-2^0 


1-6] 4-435-1053 


SECTION 1: CONTACT INFORMATION 

- ^ _*1*“ - r' , ' 1 * 


AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT OF EFT PAYMENT5 


TAX IDENTIFICATION NUMBER 

or sooal security number (s$N) |HnHgHBaHBBgBynaHSHHBB9H9HB| 

we can report Income paM to you to the 

~MAMen em ». iriY niT .. , 


C.fi(L iJofWCn s 


ADDRESS 


i rnuNE 1 / j- , * .—T——— 

I V/*-4 3 4‘54 7-2 

EMAIL ADDRESS f~> - . _— --—-- 

. j o^ \czO (LpchiuO'Cr^ 

CHOOSE THE STATE AGENCY FROM GdODO □ OOD/PCA 


WHICH YOU ARE BEING REIMBURSED 


□ MEDICAID PROVIDER 

(PROVIDER#, NPHL ASSIGNING 
AUTHORITY nquhid) 




SUITE/ROOMS 


ZIP CODE 


K(add 

□ change/update 

□ inactivate 


□ LOTTERY WINNER ALL OTHER 


SECTION 2: NEW FINANCIAL INFORMATION 


same WftiFrcAvon mostbf arraemv 

NEW FINANCIAL F^. - ] f t j 1 —^77”- 

INSTITUTION NAME [/■■"Sf ted Pa*sLe±j*± >*\X 

ACCOUNT TYPE $ CHECKING □ SAVINGS 

NEW ACCOUNT NUMBER ^ 

Account Number supplied must mo ten anacnea Bans verification 

NEW TRANSIT ROUTING 
/ABA NUMBER 

fuffpleq must nma> attaclteuboni: vtnficaUpp 


oLtl J UN 4r Rl HH fifi R mV! TMT CT7!M J?, hath rir/-rTfli /TT/nr-™ 


M 


SECTION3:"PR10R FINANCIALTNFORMATIOfJ 


WOSrSfFBOPTISFfJTtj CmWGF>t/WATT Account 

’hlOR FINANCIAL INSTITUTION I " " 


PRIOR ACCOUNT NUMBER ^-- 

Account Number supplied must match previous Account Number on file 

PRIOR TRANSIT ROUTING I-1-1-1-f-1-1-1- 

/ABA NUMBER I-1-1_ ‘ I I I 

.7iiJij JBQlcl».^fig>i!IBtfABwaga Number anjiic 


OBM-4310 


Phonw 1 (877) OHIO-S51 (1-877-644-6771) 


REV 9/06/2015 


























sjCSO&Ji*: 


.'PAY TO THE 

i ORDER OF __ Jgnfet Btifklv • r ■ 


DOLLARS 





























OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 


Interested Organizations: This application Is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is Important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 



CFG Women's Health 


]a net@ cpcn wo ,org 


Street Address 


City, State Zip code 

mHBM ew 1 I isaa 

County of Location Providing Services 
(One Application Per Location) 

P®*::: ;.V 

Address where ODH should Direct 
Payment 


Counties of Service 

This location serves women from the following 
counties: 

'im j 

Name of Person and Title completing application 

:. • ^ -, v 

Area Code/Phone Number 

11 11 1 ■ 1 






I. ODH and Organization Information. 

Organization _ 

Federal Tax ID Number 


Email 


II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined In Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 


A. Is eligible to receive Choose Life Funds as described In RC 3701.65 and OAC 3701-74- 
01 ; 


B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children, for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any sen/ices received; 
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F. Is not involved or associated with any abortion activities, including counseling for or 
referrals to abortion clinics, providing medical abortion-related procedures, or pro- 
abortion advertising; 

G. Does not discriminate in its provision of any service on the basis of race, religion, color, 
marital status, national origin, handicap, gender or age. 

III. Funding available in contiguous and noncontiguous counties: Organizations may apply 
for Choose Life funds that may be available in contiguous and noncontiguous counties. The 
Organization must certify, by signing the application, that it provides services to pregnant 
women residing in those counties that are listed In Section I of this application. Organization 
is eligible to receive Choose Life funds from the counties listed in Section I of this application 
if there are no eligible organization located within those counties. 

^ or Current Choose Liffs Organizations: By June 1, 2016, you must submit the following 
with this Application: 

A. One (1) of the following three (3) forms of reporting for the previous year (June 1, 2016 
to May 31, 2016) ("Acceptable Form of Reporting"), which will be Incorporated into the 
terms of this Application: 

An Audited Finan cial Statement . This audited financial statement is required If 
Organization traditionally has an audited financial statement that Is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certified Public Accountant (CPA). The CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as follows: 

a) Not more than sixty percent (60%) of the funds were used for the material needs 
of pregnant women who are planning to place iheir children tor adoption or tor 
the Infants awaiting placement with adoptive parents, Including clothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used tor counseling, 
training, or advertising; 

c) None of the funds were used for administrative expenses, legal expenses, or 
capital expenditures; or 

2 - Notarized Financial Sta tement Form . This form of reporting may be used if the 
organization does not traditionally have an audited financial statement and to have 
one would create a hardship. The statement must verify that the Choose Life Funds 
were used as follows: 

a) Not more than sixty percent (60%) of the funds were used for the material needs 
of pregnant women who are planning to place their children tor adoption or for 
the infants awaiting placement with adoptive parents, Including clothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used tor counseling, 
training, o'advertising; 

c) None of the funds were used tor administrative expenses, legal expenses, or 
capital expenditures; or, 

3* Expenditure Tracking Form. This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 


Page 2 



available at the time of application. This form may be found on the ODH website or 
available upon request; and, 


4. A new Supplier Information Form , (if Organization has moved). 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

http://ohiosharedservices.ohio.aov/SuDDllBrOoeraHons/Forms.asDX 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

V. For New Choose Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed tV-0 form per Organization. If your Organization has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

in addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed SugsHSL Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authorization Agreement for Direct Deposit of. EFT Payments form 
{optional). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form. 

All applicable forms can be found at 

httD://oh8osharedservioes.ohlo.aov/SuDDllerQperations/Forms.asDX 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

VI. By June 1,2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section III, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1,2016-May 30,2017). 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
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knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth in this Application for the state fiscal year of 
2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itself in the manner prescribed above. 



Signage of Person Completing Application 


Janet Burkholder, Bookkeeper 
[Print Name & Title] 


Application to be submitted to: 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, 6 th floor 
Columbus, OH 43215 
Attention: Marius Igwe 


Phone: 614.466.4634 


Email: 





Ram W-9 

(Pw. Oetebv 2007 ) 
Dapwlmant of ll« Dmuy' 


Request for Taxpayer 
Identification Number and Certification 


Give form to the 
requestor. Do not 
send to the IRS. 


fra shown on your Inooma lax rattan} 


_ i-. l ,f m iLj-i <i _ 


Butlnm rams. If dlffwwrt from »bov» 




f j Chidi appropriate bac □ NMduWSoteprapitotDr □ Corporation □ Pwtnarahlp 

f u Unillad lability compary. Em* tha tac danNMtan EMhragardad •ntity. Oeaponllon, 


Otter jwalnatiufllhn) ►* 

AdtaH dumber, ilJMt, and *pl orsufta no) 

[4±0 _JxL Nlat S+ 


P-partnarsHp) ►, 





Sot* 


h^cbum number^) ham (optional} 



Taxpayer Ide n ti ficati on Number fri 


Bnte yourJINhttoappraprlalBboac The TIN provldad must match the name gtan on Urn 1 to awU ■oeWaaoMfonumbar 

brekup withholding. For tndMduala, this is your aoofaf aecurttynumbsr (S8N), However, tor a raeldent 1 I 

w •ntlty, see the Part I Iratnntloni on page 3. For olhar entities, K b 1 - - ---- 

your empfoyteld®i1mcation number (BN). B>w do rxrt haves number, aaeWowfogef a 77/VonpagaS. or ■■ 

N«*Uf th e acco unt la h mom than one name, see the chart bn page 4 for guidelines on whose 
number to enter* 


Certification __ 

Under panaHfee of perjury, I certify that 

1. Tha number shown on tills form b my correct taxpayer fdantHIcation msnbar (or1am watting fore number to be issued to mcfc and 

2. lam net Kfcfect to tadojp wtthhokfng because: (a) 1 am exempt from backip withholding, or (b) I hew not been notified by the Internal 
ftewanue Santee (IRS) that I am subject to badax> wtthhoUng as a result of a failure to report i3 Intarast or dMdende, or S tha RShu 
notfflsd ma thrt I am no longer eupfeot to baofcup withholding, and 

A.J *™ ■ UA citizen or other U& psmon (defined baiowji 


o i »V*iTS tP 




with holding because you ham Med to nfodrt*ll Internet andTdMdertda op-yeur tax return. For real estate transactions,' Item 2 clan nbt abofy, 
For mortgage jntereetpted. acquisition orabandonment of secured property, oancaOaHon of debt, cbntributiona to an Indhridial retirement 
arangemant (IRA), and generally, payments other than bibrast and dMdanda, you an not required to sign tha CertfBcaUon, but you must 
proms your ooirsctTINL Sea the fnstrucljana on page 4.- 


Hei» i Ulpnra ► /v, _ om* ► 


General Instructions 

Section references era to the frrtamal Revenue Code unless 
otherwise noted. ■ 

Purpose of Form 

A person who la requked to Die an information return with the 
IRS must obtain your comet taxpayer Identification number (TIN) 
to report for example, Income paid to you, real estate 
transactions, mortgage Merest you paid, acquisition or 
abandonment of secured property, cancellation of debt or 
contributions you made to an IRA. 

W-9 only If you are a US. person Ondudfng a 
resident alien), to provide your correct TIN to tha person 
requesting It (the requester) and, when applicable, to: 

1'. ® 1srt to UN you are giving la correct (or you are 
watting for ■ number to be Issued), 

2. Certify that you are not subject to backup withholding, or 

3. Claim exemption from backup withholding If you are a U.S. 
oosmpt payee. If applicable, you are also rtffylng thatas a 
US. bareori, your allocable snare of any p irehlp Income from 
a U,S. trade or business b not subject to the withholding tax on 
foreign partners* share of effectively connected Income. 

Note. If a requester gives you a forni other than Form W-9 to 
request your TIN, you must use the requester's form If Sis 
substantially similar to thh Form W-9. 


Definition of a US. person. Far federal fox purposes, you are 
considered a US. person if you are: 

e An hdivlduai who h a US. citizen or US. resident alba 
■ A partnership, corporation, company, or asaocfetlbn created or 
organized h the Untied States or under the taws of the UWted 
States, 

e An estate (other than a foreign estate), or 
• A domestic font (as defend In Regulations section 
301.7701-7). . 

Special rube for partnarehlpa. Partnerships that conduct a 
bade or btntneas In the United States ere generally required to 
pay a wfthhoidfog tax on any foreign partners' share of Incoma 
from such bualneee. Further, h pertain cease where ■ Form W-9 
has not been received, a partnership b required to presume that 
a partner b a foreign person, end pay the wHhhoidlng tax. 
Therefore, If you are e US. person that is a partner In a 
partnership conductfog a trade or business in the United States, 
provide Form W-9 to the partnership to establish your US. 
status end avoid withholding on your share of partnership 
Income. 

The person who gives Form W-9 to the partnership for 
purposes of es bitahIng Its US. status and avoiding withholding 
on Its allocable share or net Income from the partnership 
conducting a trade or business In the United States b In the 
following cases: 

e The US. owner of a disregarded entity and not the entity, 



Cat. No. 10231X 











SUPPLIER INFORMATION FORM 



Ofefo 

rt Ifri-.'l.V 




SE QT1P&1 ~P4 E A SE SPECIFyjyPE jp^~ AC !pO N (ftEQUjREP) /. ■■ v h:->;. ■_ . .,. - 


C? NEW flY-t PR W-BECI FORM ATTACHED! Q CHANGE OF CONTACT PERSON/INFORMATON 
P ADDITIONAL ADDRESS 

□ CHANGE OF ADDRESS - (PLEASE PROVIDE OLD ADDRESS B ELOW OR ATTACH i FTTgpn 


ADDRESS TO BE REPLACED: 


□ CHANGE OF TIN fff-f ft A CHANQ E OF TIN FORM 0 CHANGE OF NAME fW-9 A A CHA RGE OF NAME FQfflll 

□ CHANGE OF PAY TERMS □ CHANGE OF PO DISPATCH METHOD □ OTHER_ 


SECTION 2 - PLEASE PROVIDE SUPPUEft INFORMATION (REQUIRE^ ..-.Y ^ V: ■ • . 


LEGAL BUSINESS OR INDIVIDUAL NAME: (MUST MATCH W-B or W-8ECI Form) 


BUSINESS NAME, TRADE NAME, DOING BUSINESS AS: (IF DIFFERENT THAN ABOVE) 


FEDERAL EMPLOYER ID (EIN) OR SOCIAL SECURITY NUMBER (UN) 1 : 


SECTION 3'-.REMIT TO ADDRESS (REQUIRED) ! - Y'-. 


ADDRESS: 

/V/O jj. 


ADDRESS (CONT.); 


COUNTY: 

Hi GLm S 


CITY: 




CONTACT NAME: 

l&«r k- ho Id.*-*" 


STATE: 

Oht 


ZIP CODE: 

+3&e>C> 




FAX; 


^ ^3 £ • ^ ^ ^ E-MAIL: ^ 

ADDRESS: 1 ■ -— : —-— * " li 


ADDRESS (CONT.): 


COUNTY: 


CrTY: 


STATE: 


ZIP CODE: 


OBM-5657 


Rev. 09/08/2015 





name; Ucu\t^ $«./’ LAo jde,ir 

E-MAJL: jaunt.'i (Q C/DC.niJC, Ortf 

TO ADD AN ADDrrmONAL OR TO REPLACE THE CURRENT STRATEGIC SOURCING (SS) CONTACT 

O ADDITIONAL STRATEGIC SOURCING CONTACT ■. , I”! REPLACE SS CONTACT (WILL BE MARKED INACTIVE) ' 

NAME: i; - ■ .'V;-/ 

f EtmJuu?;' ■, ■; ?V; ■ ‘ ,! ;* ?>' V=/* : ;i 

SECTION 6- PATH ENT TE RMS (PL EASE CH ECK ON E - IF NONE IS SELECTED THEN NET M VWLL APPLY J . ■ 

Inyplces wjl bapaid fn3D_dnyi )tan friVoIca date unless anaftiimate pay-term HSBre«&d below'■ - 

□ 2/10 NET 30 □ NET 30 

SECTION T^PORC HASEORDER DISTRlBUilofcbTHERTHAS LISPS WAIL (onltaepucabejstc!those mcmmng FQsj 

E-MAIL OR FAX: 

S ECTI ON S r P LEASE'S!G N & DAT*; RE Q U IRUEO )'■•■'■ - &■ ' - ^ 1 : ■ - ! i £ 

PRINT NAME: 

>Jaur\oi £>Uur. Lkc. jj*.*' 

SIGNATURE; (HANDWRITTEN SIGNATURE REQUIRED) ' DATE- 

SECTION B^STATE-OF OHIO AGENCY CONTACT PERsbwfAGENCY.RECElViNG PAVMENTS FROM' 

[agency OONTACT NAME/E-MAIL/PHONE: 

COMMENTS: -^ 



ft** ™I! *■" !!< ■**» Information. Sanding via non-eecure channel*, Including a-mall and tax on be a potential eacurltv risk. 



OBM-S657 
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CHANGE OF SUPPLIER NAME FORM 


Ohio Stared JfeMcfcj 


SenittFjut 


with a completed Supplier Information Fcmi and ■ completed W9 Fonn 



4 / 9 - 636 - $(, 93 -, , 


1 ftiUrltto t nclu3 " 1J " mal ™ «■ *■ « —»» nm . —i 

taSXiUO lw Sd^h £££ ^ TIN® Nfcoctal Security numbers and to me the number. In He annual report to the IRS the , 


| SELECT ONE OF foniloWM 
DOCUMENT SUBMISSION:.-v ;.' ;: " 


E-mail:; V':. subaHariBohln.am / ' 1 \ '- 

Fax: ..1(814)485-1052.:; 

MoH: ' ; :• Ohio Shared Services !v ; 

. Attnii Supplier Operations; \ 

P.O. Box 182680 Cols., OH 43218-2880 


;QUESTIONS? PLEASE CONTACT:; / " 

Phone: 1(877) OHIOSS 1 (1-877-844«771) : • : I 
1 (814) 338-4781. : ' ■ . 

Website: Mmw.OhtoSha« dServl(ias.ohlo.odv 
E-mail:' suooileriatahlo.am/ 


OBM-1300 


Rev. 09/08/2015 




























J 'jilfloDV111 M:-pi *?P : ^.,fe.l lJ ilI LVilii 11 k<.?t. fftpSEnm i 




k * V: i'Xi'&rJ: 

^^^.V^LjJ'.f 


t^l have STla-ihed 5 czpy of ?. current voTh±&cI thzzk or intruded 2 bank fetter or binnEtterfreadsigned iy s banfc rsprwriHtivt 

□ Medicaid PROVIDERS -1 have ensured the Name, Address, UN, NPI# & Provider Number matches the Information In the MITS Medicaid Web Portal, 
[j I have printed and signed the form. 


}&=&&li^Siilfcc 


«.*. ■; I mair; .t 


JSeTect cnepTthefolfowIni methods to sutintfi this Jo rm :■'. j •. ;V c .v-v? ^ ! :; 

.C^vX''' ' .v" Jv C ^aiTr|:ll, ;; L V \ xC"’ ■ £$?•■/<- 7 '; 1 ■'Eax:f Vi-fOi-S J r ^* 


Ohio Shared Services, Attn: Supplier Operations 
P 0 Box 182880 Columbus. OH 43218-2880 


J.-E:4‘4E5-ifi52 


JMMFVIWAID1TOIY MOST BE ATTACHED 

n^mmoNN^E L fk*l Ijj 

ACCOUNT TYPE $| CHECKING □ SAVINGS 

NEW ACCOUNT NUMBER 


MUSTMPHOvmD TO OWKjEA^PM TF ACCDt&iT 

PHOR FINANCIAL INSTiTUTION 
NAME 


Account Number suppUed must 
NEW TRANSIT ROUTING 
/ABA NUMBER 

jjgjtffog Atfotfej supplied must jijaicfl attached bank verification 


PRIOR ACCOUNT NUMBER 

Account Number supplied must mt? r ^ previous Account Nt/r b pr on fife 

PRIOR TRANSIT ROUTING I- 1 -1-1-T - T—[““l—" 

/ABA NUMBER 1——I-1-1-!-1-1-1- 

Foutlnatiumbir supplied wS£mti^tlWStiBUI IjiititinAUuntbsi' onfiSc 


Please review the Instructions available on page 2 prior to completing this form. 


AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT OF EH* PAYMENTS 


SECTION 1: CONTACT IN FORMATION 


TAX IDENTIFICATION NUMBER (TIN) 
OR SOCIAL SECURITY NUMBER (5SN) 


Ptona note: Wt are rwjufrerf to obtolnyour Tax Mmttffeotfon Number punuant to Section 6109 cf the internal Revenue Cede to that we can report Income paid to yon to ihe 
iRSosrcqutndbykiw. 

NAME OF COMPANY OR INDIVIDUAL i ^ t T7 • I 


C.PQ- Uory^cn £ -~7ha./il ^iSeiTrt 


ADDRESS 


A to LL Ad A 


PHONE 


EMAIL ADDRESS 


\0-r>t.i<3 (Lpc. r\ id 0. C rv 


CHOOSE THE STATE AGENCY FROM □ DODO 

WHICH YOU ARE BEING REIMBURSED 


□ OOD/PCA 


□ MEDICAID PROVIDER 
(PROVIDER#, NPI#, ASHjBNim 
AUTHORITY required) 


SUITE/ROOM# 


OPCODE 


EJadd 

□change/update 
□ inactivate 


□ lottery WINNER fcj ALL OTHER 


OBM-4310 


Phone: 1 ( 877 ) OHfO-SSl ( 1 - 877 - 644 - 6771 ) 


REV 9 / 08 / 20 IS 


















S EEC fit LY. J=EJTRFE^itaHJ' ACOwnfCJJTI WQ‘ 


;mpt fjiktiofi cupyiwc 




S5£H 


PAYTOTHE 
ORDER OF . 


DOLLARS 


mu 

Mffi 

S3 


•;• ... 























OHIO DEPARTMENT OF HEALTH (ODH) 

CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 

4 

Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties, ft is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 


I. ODH and Organization Information. 


Organization 

' CPC Women's Health Resource 

Federal Tax ID Number 


Street Address 

hfcMWfc'lV’ji i.* . :i 

City, State Zip code 

Bryan, OH 43506 

' ' ' ' X ' V 

County of Location Providing Services 
(One Application Per Location) 

;Henry 

i 

Address where ODH should Direct 
Payment 

: 14:10,W, High : St. 

•Hi** ;? 1 

Counties of Service 

This location serves women from the following 
counties: 

( 1 

Name of Person and Title completing application 

Janet Burkholder, Bookkeeper 

Area Code/Phone Number 


Email 





II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined In Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides sen/ices within the state of Ohio to pregnant women who are planning to place 
their children for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 


Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 


{._ ODH and Organization information. 


Organization 

CPC Women’s Health Resource 

- . 

Federal Tax ID Number 


Street Address 

1410 W. High St. 

City, State Zip code 

Bryan, OH 43506 

i - ■ ■ 

County of Location Providing Services 
(One Application Per Location) 

Fulton 

| ■ • • 

Address where ODH should Direct 
Payment 

.1410 W. High St. 

Bryan, OH 43506 

Counties of Service 

This location serves women from the following 
counties: 

Fulton, Lucas 

Name of Person and Title completing application 

! . " 

Janet Burkholder, Bookkeeper j 

Area Code/Phone Number 

[419-636-5692 

Email 

iiaqet@cpcnwo.org 

» 

1 :*■ 


■ ■ asaaiB 


II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined In Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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OHIO DEPARTMENT OF HEALTH (ODH) 

CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 

Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and Information has been provided by the deadline. 


I. ODH and Organization Information. 


Organization 

; CPC Women's Health Resource 

Federal Tax ID Number 


Street Address 


CSS tf i S3 ^ 1 

City, State Zip code 

OH 43506 

■ . ■ 

County of Location Providing Services 
(One Application Per Location) 

t)efiance 

■ 

Address where ODH should Direct 
Payment 

: 1410 W. High St. 
ftvan. OH 43506-, 

Counties of Service 

This location serves women from the following 
counties: 

Defiance. Paulding, Putnam, Van Wert, 

Wood i . 

■ -V- -■ ■■ SUM r-r.v- }.:» v- ■ • 

Name of Person and Title completing application 


Area Code/Phone Number 

419-636-5692 • - 

1 1 r "i r* i ■ aJ'*r , iSjTL.h ■ 0 * : P** : - 

■5 ■ . 

Email 


' 



->V‘ 1 3i! 


II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined In Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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OHIO DEPARTMENT OF HEALTH (ODH) 
CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 


Interested Organizations: This application Is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and Include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 


I. ODH and Organization Information. 


Organization 

i CPC Women's Heatlh Resource^ 

Federal Tax ID Number 


Street Address 

;1410W. High St. 

City, State Zip code 

8ryan, OH 43506 

County of Location Providing Services 
(Ono Application Per Location) 

Williams 

Address where ODH should Direct 
Payment 


Counties of Service 

This location serves women from the following 
counties: 

Wiftnkf 

Name of Person and Title completing application 

Janet Burkholder, Bookkeeper i 

Area Code/Phone Number 

4,^-5692 

Email 

janet@cpcnwo.org 

1 




II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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OHIO DEPARTMENT OF HEALTH (ODH) 

CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 

Interested Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and information has been provided by the deadline. 


I. OD H a nd Organization Inf orm ation. 


Organization 

CPC.Women's Health Resource 

Federal Tax ID Number 

l - T ; • - - 

Street Address 

1997 N Ciinlon St. 

City, State Zip code 

Defiance. OH 43512 
■ 

County of Location Providing Services 
( One Application Per Location ) 

Refianca 

Address where ODH should Direct 
Payment 

•1.410 WL High St, S 

Bj^ara, OW435G6 

" 

Counties of Service 

This location serves women from the following 
counties: 

jDeflanceafFauldthg; Ptitqami Man 

Wtiod f 

Name of Person and Title completing application , 

Janet Burkholder. Bookkeeper 

Area Code/Phone Number 

419-636-5692 , , 

i 

Email 

janet@tpcnwo.org 




II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of funds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I certify 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, including counseling and meeting the material needs of the 
women; 

E. Does not charge pregnant women for any services received; 
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F. Is not involved or associated with any abortion activities, including counseling for or 
referrals to abortion clinics, providing medical abortion-related procedures, or pro- 
abortion advertising; 

G. Does not discriminate in its provision of any service on the basis of race, religion, color, 
marital status, national origin, handicap, gender or age. 

III. Funding available in contiguous and noncontiguous counties: Organizations may apply 
for Choose Life funds that may be available in contiguous and noncontiguous counties. The 
Organization must certify, by signing the application, that it provides services to pregnant 
women residing in those counties that are listed in Section I of this application. Organization 
is eligible to receive Choose Life funds from the counties listed in Section I of this application 
if there are no eligible organization located within those counties. 

IV. .For Current Choose Life Organizations: By June 1, 2016, you must submit the following 
with this Application: 

A. One (1) of the following three (3) foims of reporting for the previous year (June 1, 2015 
to May 31, 2016) ("Acceptable Form of Reporting"), which will be Incorporated into the 
terms of this Application: 

^ An Audited Financial Statement. This audited financial statement is required if 
Organization traditionally has an audited financial statement that is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certified Public Accountant (CPA). The CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as follows: 

a) Not more than sixty percent (60%) of the funds were used for the material needs 
of pregnant women who are planning to place their children for adoption or for 
die infants awaiting placement with adoptive parents, including clothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling, 
training, or advertising; 

c) None of the hinds were used for administrative expenses, legal expenses, or 
capital expenditures; or 

2. Notarized Financial Statement Form . This form of reporting may be used if the 
organization does not traditionally have an audited financial statement and to have 
one would create a hardship. The statement must verify that the Choose Life Funds 
were used as follows: 

a) Not more than sixty percent (60%) of the funds were used for the material needs 
of pregnant women who are planning to place their children for adoption or for 
the infants awaiting placement with adoptive parents, including clothing, housing, 
medical care, food, utilities, and transportation; 

b) Not more than forty percent (40%) of the funds were used for counseling, 
training, or advertising; 

c) None of the funds were used for administrative expenses, legal expenses, or 
capital expenditures; or, 

Expenditure Tra cking Form . This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 
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available at the time of application. This form may be found on the ODH website or 
available upon request; and. 


A new Supplier Info rmation Form , (if Organization has moved). 

In addition to returning the form with this application, the Organ iza tion will also be 
required to fax., email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 

All applicable forms can be found at: 

http://ohiosharedservlc es.ohio.aov/SuDDlierODerations/FonnRHRnY 

Assistance In completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 


V. For New Choose Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed W-9 form per Organization. If your Organization has 
multiple locations, please choose the location where you would prefer a check to 
be mailed. 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Supplier Information Form 

In addition to returning the form with this application, the Organization will also be 
required to fox, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form; and 

• Completed Authorization Agreement for Direct Denosit of EFT Payments form 
{optional). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as 
directed at the bottom of the form. 

All applicable forms can be found at: 

http://ohiosharedservices.o hio.QOv/SuDPllerODerations/Forms.asox 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
calling: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338-4781. 

VI. By June 1,2017, all Organizations shall submit to ODH one of the three forms of reporting 
from Section III, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1, 2016-May 30,2017), 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
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knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth in this Application for the state fiscal year of 
2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itself in the manner prescribed above. 


Signature of Person Completing Application 

Janet Burkholder, Bookkeeper 
[Print Name & Title] 



Application to be submitted to: 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, 6 th floor 
Columbus, OH 43215 
Attention: Marius Igwe 

Phone: 614.466.4634 

Email: Marius.lawe@odh-ohinnnv 
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W-9 


Form 1IT if 
(R#v. Oototur 2007) 

D^*rtmtrtofth*Ttaijry 
Irmrml Rawnuf Swvfc* 


Request for Taxpayer 
Identification Number and Certification 


Give form to the 
requestor. Do not 
send to the IRS. 


J—zh C-_/v'i»r r £ n ^ 


“■loess rwns, If dHVrsnt tan above 



Name fee thorn on your income tax return) 


JJJ. 




Chwk appropriate bate □ tomato* pmprirt* □ Corporator □ PartnaraHp 
□ Uirtt*J BabWy company. Em* the tax dasaffloato) fMlengartfad entity, C-ccrpcratlon, P-partnerahlp) ► 

B 0-jn.mw ► d. n .f>,;sd ___ 

Addrsea (numtar, stmt, and spt. or suite noj Riqueab ' 

/ ¥/ 0 _ [a}_ , fita A <$lu+ 


n Bam P t 
LJ w 



sr Identfflcatton Number fTI 


rnu8t <he name given on Line 1 to mold 

b^ p withholding, For IndMd udo, th|» b your aoctal security number (SSN). However, fora resident 

your aiqployar ktantiflcatlon number {&IN). If you do not have a number, aee/few to gef a 77/Von page 3. 
h h "*" **" «» aaa the obart on page 1 2 3 4 for flukloBnee on whoae 


Social Mourfty manbar 


Certification 


Under penalties of paijury, I certify that 

1. The nisnber ahown on title form la my correct taxpayer identification number (or I am waiting tor a number to be Isauad to me), and 
*■ iSIJSi « iS , -Sf npt ^ "Showing, or (0 | have not bean notified by the Interne 


notlflad me that I am no longer subject to backupwlthholdlng, and--- 

_A. i a meUAcWza n or other US. pereon (defined below). 

f " ? "*f °f *** cbnMbutitaia to antodMdM retiremei*^ 


Stgitatm of 
UApnon ►, 


--^^ --- - - ■ 

General Instructions 


Date ► 


{iii/6 


Section retaraheea am to the Internal Revenue Code unless 
otherwise noted. . 

Purpose of Form 

Apemon who Is required to file an hformation return with the 
IRS must obtain your correct taxpayer Identfflcatfon number (TIN) 
to report, for example, Income paid to you, real estate 
tmnarelfons, mortgage Interest you paid, acquisition or 
abandonment of secured property, cancellation of debt or 
contributions you made to an IRA. 

Ltoe R»rm W-9 only lfyou are a US.parson (Including ■ 
resident alleri). to provide your correct TIN to the pereon 
requesting It (the requester) and, when applicable, to: 

1. Certify that the TIN you am giving la correct (or you am 
waiting for a number to be Issued), 

2. Certify that you are not subject to backup wfthhoidhg, or 

3. Claim exemption from backup withholding if you are a U.S. 
wempt payee. If applicable, you are also certifying that as a 

m J*?*? 1 yo !f ““abb share of any partnership Income from 
a U.S. trade or business ta not subject to the withholding tax ort 
foreign partners share of effectively connected Income. 

Note. If a requester gives you a form other than Form W-9 to 
r equest y our TIN, you must .use the requester's form If ft b 
substantially similar to thh Form W-9. 


Defi nition of a JJA person. For fsderal tax purposes, you are 
conBkJered a U.S. pereon If you are: ■ 

e An fridMdual who ta a US. citizen or US. resident alien, 

• A partnarehlp, corporation, oompany, or aamlation creatwl or 

organi zed In the LMtad Stales or under the laws of the United 


• An estate (other than e foreign estate), or 

■A domestic trust (as defined In Regulations section 
301.7701-7). . 

Special rube ter partnerships. Partnerships that conduct a 
trade or business In the United States are generally required to 
pay a withholding lax on any foreign partners' share of Income 
from such business. Farther, to certain cases where a Form W-B 
has not been received, a partnership b required to presume that 
a partn er b a foreign person, and pay the withholding tax. 
Therefore, If you are a US. pereon that b a partner bi a 
partnership conducting a trade or business In the United States, 
provide Form W-9 to the partnership to establish your US. 
status end avoid withholding on your shsra of partnership 
income. 

The person who gives Form W-9 to the partnership for 
purposes of establishing tie US. status and avoiding withholding 
on Its albcabb share of net income Item the partnership 
conducthg a trade or business In the United States b In the 
following cases: 

• The US. owner of a disregarded entity and not the entity, 


Cat No. 10231X 


Form W-9 (Rev. 10-2007) 












SUPPLIER INFORMATION FORM 


Raqulnd auctions muat ba computed or tho form Will i 




^ NEW OR W<6CI FORM ATTACHEP) □ CHANGE OF CONTACT PERSON/INFORMATON 
Q ADDITIONAL ADDRESS 

□ CHANGE OF ADDRESS - (ELEA9E PROVIDE OLD ADDRESS BE. nw no ATTACH LETTER 


ADDRESS TO BE REPLACED: 


□ cHANMdFTOa MtftCHMMOTTMnM , B CHAWOE e^. ». 

□ change OF PAY TERMS □ CHANGE OF PO DISPATCH METHOD Q OTHER._ 

^^^dEdtiFFUER |MF ORMAtlQHj[REQUIftEOj ~ ~ ~' 


LEGAL BUSINESS OR INDIVIDUAL NAME: (MUST MAtCH W-B OR W-SECI FORM) 

C-'t- . . . X4-,- !4l ^ . Wl , 


BUSINESS NAME, TRADE NAME, DOING BUSINESS AS: (IF DIFFERENT THAN ABOVE) 


FEDERAL EMPLOYER ID (EIN) OR SOCIAL SECURITY NUMBER (mm ) 1 ; 


t . 


\ /4lo US. fJUk 

Annoese f - E ---—__ 

COUNTY: 

bj> I f< (Xjyi < 

1 rwvrtcvo \1rfUN l.fi —-—— -—---- 

I wii t; 

1 tr* yo.r\ 

STATE: 

Oh! 

ZIP CODE: 1 

+3&oC> 

1 CONTACT NAME: 

'*J-a-r\tj6 four k ke> ld*.r 



--- 

' 

*$!§ - '£>(,$3. • 436 • 3o96 \ E ' MA1L: 

s feSPOW fc 4 n A0DITIQj^ ; ADDRE88 (I^MOSETHAN 2 ADDRE88S: INCL^Ea! 
ADDRESS: ‘- --—-- 

^£ CfJd nbJc « f r<q 

SEPARATESHEET) 


I ADDRESS (cont.): 

L 

, CITY: 


COUNTY: 


STATE: 


ZIP CODE: 


OBM-5657 


Rev. 09/08/2015 





RECEIVE E wAlC^OTiCE OF B 

^mmubhei 

NAME: ]„„*J A--/ZJ/J-.1 


ID * PASSWORD WltL' 


JQ-n e.t <g. e/5Cnu*. 

TO ADD AN ADDIT1T10NAL OR TO REPLACE TH fe CURRENT 
. □ ADDITIONAL STRATEGIC SOURCING contact 


STRATEGIC SOURCING (SS) CONTACT 
. □ REPLACE 


SS CONTACT (WILL BE MARKED INACTIVE) 


NAME: 


ErMAJL: 


SECTION 6 - PAYMENT TERMS (PLEASE CHECK ONE - j| 

Jn voices will? b^paiti in 30 from invoice dale unless an alte F 

□ 2/10 NET 30 □ NET 30 

■SECTION 7^ PURC HASE ORDER'D! STRlaLI TlON-QTHC p 
E-MAIL OR FAX; 


. " - " ' ~ “ ! r . “ “ ■ ' 
ILT APPLICATE IP THOSE RECBYtetf BPs 


SECTION.s; 
PRINT NAME: 


■PLEASE SIGN & DATE IREQUIRFOi 


1 ^NATURE: (HANDWRITTEN SIGNATURE REQUIRED) 


DATE: 

__ . (r ~ 6 ~ / (* 

AGENCY RECEIVING PAVMiRTS'FROM^ ] 


SECTION 5 


STATE .OF OHIO AGENCY.CONTACT FFBRftju 
AGENCY CONTACT NAME/E-MAIUPHONE: 


COMMENTS: 



) P“"2nt toaaSc'WfthaaMai! texc “ nbea P° tonBfll 

IRS th* amount the state has paid aach supplier. NIEIN/Soctal Security numbers and to uaa the numbers In Its annual report to the 





»*5M** T Hggfc LOWING METHODS FDR 


1 X (614)485^1 052 


OBM-5657 


Rev. 09/08/2015 


- ' 
















CHANGE OF SUPPLIER NAME FORM 


OhtoSJariKj Swvtess 
Ev'wiorift 

-va 'JL* 


T hwfarm must be submitted with aftomptoiad Supply information Form 


SECTION 1 - NEW NAME fNFORMATinM 


and a competed Wg Form 



AUTHORIZED^ , -J- 

—“"— I A. 

CONTACT f~, -:-—-- 

e-mail adores^ |<aLf ^ <2 Cpqngjo. *, 


Jill 15 !?'t! 11 ! 'p'I 


Pla; 

'Pursuant to 26 
l^.Tount the state 


USC 6109, " r1 P^nbaWun 

has paid each vendor. '"'tnvsoclal Security numbers and to use the numbers in Its annual report to the IRS th 


55522"i? F ™ E POLLOW1NO METHODS FOR : 
DOCUMENT SUBMISSION: , • ' " -j ,.-->V" 


E-mail: 
Fax: . 
Mall: - 


8UDblter@ohlo.nnv 

1(614) 485-1052 ; 

Ohio SharedSbrvices ^ ' : : V' 

.. Altai: Supplier Operations 
p 0- 182880 Cols., OH 43218-2880 


QUESTIONS? PLEASE CONTACT: ’ 

. 

Phono: 1 (877) OHIO-SS1 (1-877-644-6771) 

: ; 1 (614)338-4781 ■; . '■ 

V 22P?, ^ : 9^9re ds eruleaa. 0 h | 0 :bnt/ , 
, E-mail: ■ SUDolterfltahlnnfl u ./ 


OBM-1300 


Rev. 09/08/2015 










x-7 p t ? 


r--n Vig- 




npaBQjfcsqilf. t3©M*»eS. i itfi&fpiiS , t. 

.v'i' >• ' 


ffi&C 


£flabHi&fef 




Selpctone.of the following methods to submit this form 


E mail: 


Information in the MITS Medicaid Web Portal. 


£ii3 


Oh'O Shared 5*r„i C es, Attn Supplier Operations 
F Cl ap> lfi2S30 Cnlumsiij. C-IH 43713-2S8D 


I ‘514-485-1052 


OBNM310 


REV 9/08/2015 


Phone: 1 (877) OHIO-SS1 (1-877-644-6771) 


Please review the Instructions available on page 2 prior to completing this form. 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT OF EFT PAYMENTS 


SECTION 1; CONTACT INFORMATION 


TAX IDENTIFICATION NUMBER (TIN) 
OR SOCIAL SECURITY NUMBER (SSN) 


^^^b^r ulred to ° btaln ^ Tm ldmttfkatlon to Section 61139 the internal n evenue Cade so that we can report Income paid toyvutotoT 

NAME OF COMPANY OR INDIVIDUAL , , i 


ADDRESS 


PHONE 

EMAIL ADORE5S 


/Jtoncn & fflc ./ tL. «*• 


c. 


CHOOSE THE STATE AGENCY FROM □ DODD 

WHICH YOU ARE BEING REIMBURSED 


)o~r\L.i<d cyjtinfcjg.pTy? 

1 DODD □ OOD/PCA 


□ MEDICAID PROVIDER RR 
(PROVIDER*, NPW, ASSIGNING Ijji 
AUTHORITY required) 


SUITE/ROOM* 


OPCODE 


E[add 

□ CHANGE/UPDATE 

□ inactivate 


□ Lottery winner all other 


SECTION 2: NEW FINANCIAL INFORMATION 


aa w veS mcAtm must se attached 

NEW FINANCIAL Y~f / / T~rl 

INSTIFUnON NAME Da.nfc.erM 

ACCOUNT TYPE Q{| CHECKING □ SAVINGS 

NEW ACCOUNT NUMBER 

Account Number supplied 
NEW TRANSIT ROUTING 
/ABA NUMBER 


SECTION 3: PRIOR FINANCIALTNFORMATION 


MusTerwevTOGoW cwmtniPOATFAtxmm I 


fijj &Ln lL *.f Ri. Y^esr"° R nNANCWL INSTITUTION 


SECTION 3- RrAHTWP ArorrfuriMT er/~M v.riA'rr 


i NAME i___ 

PRIOR ACCOUNT NUMBER “- 

Account Number supplied must match previous Account Number on file 

PRIOR TRANSIT ROUTING P-1--1-1-1-1-1- 

/ABA NUMBER 1—1-1_I_ I I I 

fiautaig Atygifoy itfapj'jgg jiiq.ii ,matat (j/eydouS:Hunting Nurtiimi an iile 













CAStfcOni V : ,I 


PAYTOTHE 
j ORDER OF . 


DOLLARS 
























INVOICE 


Invoice #: 0101 
Invoice Date: 09/13/2016 
Purchase Order #: DOH01-0000045579 
OAKS Vendor #: 0000065135 


Bill To: Ohio Department of Health 

Bureau of Maternal, Child and Family Health 
P.O. Box 118 
Columbus, Ohio 43216 


Remit To: CPC Womens Health Resource 
1410 W High St 
Bryan, Ohio 43506 






Purchase Order 


Dept of Health 

Supplier: 

0000066135 

CPC WOMENS HEALTH RESOURCE 
1410 W HIGH ST 
BRYAN OH 43506 


Payment Provision: Tho purchase order number nuthortalng tlw delivery 
of products or service* MUST be Included on the Invoice * 


_D lnpntch via Print 

Revision 


Purchase Order " 

BQH01-QOQ0045S79_03/30/2016 

Payment items Freight Terms 

-SS&. 30 -J 55 Destinat i on. Prepaid 


now a minima 


SI 


Ship Via 1 

N/A ...I 

Currency 

— VSR. .. 


Ship To: Depl of Health 
P003574 

KBNNON A HUGHES 
P.O. Boa 118 
(614)466-3543 
Columbus OH 43216-0118 
United States 


i Llne- 8ch " Quantity uqm 
1*1 1 AMT 


Choose Life Program 


Bill 1b: Dept of Health 

P.O. Box 116 
(614)466-3543 
Columbus OH 43216-0118 
United Stales 

--Vlj nlt Price ~ '" ~ Exten dad Smt D ue Pita " ] 

990 990.00 


ODH Contact: Marius Igtve 614-466-4634 Contract* 8022 


Schsduls Total 
Item Total 


990.00 

-00 


IbtalPO Amount 


990 .001 


Bud 0* t j md Ma nagement certffte* that dm is'a balance " 1- 

not already obligated to pay existing oblfgallons I 
^ian amount at toast equal to the portion of me contract, agreement, obligation 
reaototlon or order to be performed In the currant fiscal year. 

By accepting Ms purchase order, Vendor hereby certifies that It Is In full 
compliance with ORC Section 3517.13 aa it reJatea to campaign finance contributions. 


"DeparfiTient Head " 

Rlchtrd Hodgtf, MPA 
Dhvcter of Hufth 










OHIO DEPARTMENT 

246 North High Street 
Columbus, Ohio 43215 

John R, Kasich/Governor 


OF HEALTH _ 

614/466-3543 

www.odh.ohio.gov 

Richard Hodges/Director of Health 


Janet Burkholder 
CPC Women's Health Resource 
1410 W. High Street 
Bryan, OH 43506 

Taxi 


Dear 





• Henry $ 60.00 

• Fulton S 140.00 

• Defiance S 240.00 

• Paulding S 160.00 

• Putnam $ 100.00 

• Van Wert $ 60.00 

• Wood $ 170.00 

• Williams S 60.00 


Application(s) was not approved for funding in the following county(s)forthe following reasons): 

• Lucas Other applicant organization located in county 

Emlo^b.co R yoffcana« ulMM hnl« K |. Yrn .houldrecti™„.™dtottlto,JM0.00withinthe30dayi 

pta ~ a “°“ Lift P™*™ coreultam Minis Igss at Mdrtis.towaodhsddo**. o, ph™. 
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An Equal Opportunity Emptoyer/Provider 


